The Institute for Urban Indigenous Health believes that continuous quality improvement (CQI) contributes to the delivery of high-quality care, thereby improving health outcomes for Aboriginal and Torres Strait Islander people. The opening of a new health service in 2015 provided an opportunity to implement best practice CQI strategies and apply them to a regional influenza vaccination campaign.
Background R educing the disparity in health between Aboriginal and Torres Strait Islander people in Australia (here thereafter referred to as Indigenous Australians) and their non-indigenous peers is core business for the Aboriginal Community Controlled Health Service (ACCHS) sector. 1 The complexity and chronicity of health conditions affecting Indigenous Australians requires thorough understanding and continued monitoring to help improve health outcomes. The provision of better access to culturally appropriate care is crucial, and the Institute for Urban Indigenous Health (IUIH) is committed to making communities healthier and closing the gap in Indigenous life expectancy, morbidity and quality of life. At the IUIH, continuous quality improvement (CQI) informs the delivery of comprehensive primary health care and with the premise that quality is everyone's responsibility, CQI is currently being implemented across South East Queensland (SEQ) through IUIH member services and forms their core business. Each of the 18 Aboriginal and Torres Strait Islander Community Controlled Health Services in SEQ varies by number of staff, location and patient demographic, and as such the delivery of CQI has been tailored to ensure that locally relevant health information is reported back pragmatically to staff.
The current implementation pilot project applied evidence-based CQI strategies during a regional influenza vaccination campaign with the assumption that greater levels of engagement will result in a greater investment by staff toward the intended outcomes of the CQI activities.
Primary healthcare literature that addresses the quality improvement of clinical outcomes encourages the development and implementation of CQI strategies. Continuous quality improvement differs from traditional program evaluation approaches in that it involves an iterative cycle of monitoring performance, identifying problems and potential solutions, and implementing changes as well as the involvement of frontline and other staff in the improvement process. 2 Realizing the importance of CQI, IUIH employs a full-time Health Information Analyst (HIA) and Medical Educator (ME) to lead CQI initiatives and to support clinic staff to keep focused on the quality of their services via their health data. The role of the HIA and ME is to present the data to the clinical team, coherently and with respect for the work on which the team is currently focused. The learning environment is relaxed and conducive to reflection and problem solving. Anecdotal evidence suggests that CQI sessions require continued transparency, inclusiveness and neutrality; this ultimately allows for an environment where feedback of health information is seen as informative and non-blaming (personal communication, August 2015). These observations are also iterated by the Royal Australian College of General Practitioners, whereby they suggest that the days of finding someone to blame following a significant event are a thing of the past. Continuous quality improvement is not a tool for affixing blame. 3 Instead, the IUIH utilizes an integrative model of care (MoC) drawing on the skills and knowledge of all members of the clinical team. Support is fostered between team members to ensure that comprehensive primary health care is delivered in a culturally appropriate and efficient manner to the community. 4 Clinic teams regularly analyze health data, and this process is one of the mechanisms for measuring quality of care and our impact on closing the gap. Collectively, the clinical teams discuss data, that is, demographic profile, chronic disease trends and performance against local, state and national indicators, the prevalence of missing data and duplicate records to ultimately improve evidence-based practice delivery.
The draft National CQI Framework for Aboriginal and Torres Strait Islander Primary Health Care (2015-2025) identifies 15 core components considered essential for embedding CQI in everyday practice at the local level. 5 Within the core components lies five key attributes that underpin CQI practice; these include: (i) client and community centeredness, (ii) leadership, (iii) organizational culture for CQI, (iv) team functioning, and (v) systems thinking. The Joanna Briggs Institute (JBI) evidence summary 6 supporting this implementation project was based on expert consensus discussion papers, two systematic reviews, a literature review and evaluation reports. This process identified a number of multifaceted strategies evidenced as being critical steps in the process of embedding CQI within health services and supporting the findings of the National CQI framework. These included routine clinical audits; measuring performance against indicators; targeted, peer-led feedback on clinician performance being recommended for improving and promoting good clinical governance in primary health care; staff The reasons people get involved in quality improvement in primary care are wide ranging and complex, although there are some distinct patterns to responses based on their level of motivation or their surroundings. Engagement strategies should be multifaceted, often requiring personal face-to-face meetings with a trained facilitator in order for practices to buy into the process. We have found that practice managers have a key role in this process, although this can conflict with their more business-focused roles and can act as a barrier to engagement.
The Plan Do Study Act (PDSA) cycle is a tool that supports the implementation of CQI. Plan Do Study Act cycles attempt to balance the desire and rewards from taking action with the wisdom of careful study before taking action. 7 The ''Planning'' stage enables staff to identify and discuss areas for improvement, with associated strategies developed to assist with implementing the changes. This may be supported with locally extracted clinical data or is perhaps anecdotal. The ''Doing'' stage is where the strategies are carried out and enables the team focus on specific tasks associated with the area for improvement. The ''Study'' stage provides an opportunity for staff to extract data or participate in informal discussion and establish if there have been any positive or negative changes to the area for improvement. Finally, the ''Act'' stage is simply for staff to decide whether or not to pursue the current strategies associated with the change for improvement. During this stage, a new PDSA cycle will usually begin.
The opportunity to undertake an implementation project with the JBI and the rollout of the IUIH regional community influenza vaccination campaign occurred simultaneously. The focus on influenza was specifically identified upon review of a National OCHREStreams report, the National Key Performance Indicators, during a regular IUIH regional CQI review in 2014. 8 The results were concerning and prompted the development of regional benchmarks to ensure that influenza vaccinations administered could be monitored and improved upon for the following season.
The current implementation project was chosen because the opening of a new health service in 2015 provided an opportunity to implement best practice CQI strategies with a clinic team who had not participated in formal CQI activities before. The regional influenza campaign was the area for improvement and used to measure CQI uptake.
The primary areas of interest for this implementation project are:
To measure staff engagement levels toward CQI concepts as a way to improve health outcomes.
To use the findings from this pilot project to guide future CQI implementation across other ACCHSs in SEQ.
Objective
The current project aims to implement evidencebased CQI strategies to improve comprehensive primary healthcare delivery within one ACCHS during a regional influenza vaccination campaign.
Methods
After attending the one-week intensive JBI Evidencebased Clinical Fellowship Program in March 2015, a meeting was held with the Manager of the Research and Evaluation Unit (IUIH) to discuss the implementation project and study design.
Approval
The current implementation project was considered a quality improvement process at IUIH and utilized the JBI Practical Application of Clinical Evidence System (PACES) and Getting Research into Practice (GRIP) programs, therefore, ethics approval was not required. The research aligns with the IUIH principals: that it is applied, practical and benefits the health outcomes of Aboriginal and Torres Strait Islander individuals, families and communities. It was considered best practice to approach the ACCHS CEO and the IUIH Clinical Director to discuss the implementation project in detail prior to beginning the project.
Phase 1: Establishment of project team and audit criteria
Study participants were the clinical team (n ¼ 7) comprising Aboriginal health workers, nurses, general practitioners, client liaison officers, reception teams and practice managers.
The study site was one ACCHS which was a new site in northern SEQ (approximately 50 km north from Brisbane central business district). The process involved the JBI clinical fellow candidate completing an IUIH research plan outlining the intent of the project and discussing with the IUIH CEO and Clinical Director. Best practice recommendations were developed through a targeted search of the evidence in collaboration with a facilitating JBI Research Fellow (Table 1 ). The audit criteria were then developed based on these best practice recommendations ( Table 2) .
The baseline survey contained a number of measures including collecting categorical data to describe demographic profile and using Likert rating scales to determine levels of agreement. This survey was distributed electronically to all study participants and was active for 14 days. Participant responses were de-identified, and replies remained confidential. Pre-survey data findings were provided back to the team during the first CQI meeting with subsequent meetings having a particular focus on the influenza vaccination data. The pre-survey results were used to inform the development of Phase 2 of the audit process.
The JBI evidence summary 6 was based on a structured search of the literature and selected evidencebased healthcare databases. Best practice recommendations for CQI engagement were informed by the best available evidence and are presented in Table 1 . The JBI currently assigns a Grade of Recommendation to all recommendations made in its resources and may be a ''strong'' recommendation (Grade A) or a ''weak'' recommendation (Grade B). 9 Phase 2: Implementation of best practice
Following baseline audit and prior to the first staff CQI session, the HIA reviewed the barriers, actions and resources required to progress with the CQI sessions, and this was submitted to the JBI GRIP program.
A feedback session was facilitated with the clinic team. There was consensus that education and training sessions (approximately 60 min) would assist to build staff capacity to undertake future extraction and analysis of data relating to the clinical measures associated with influenza vaccination rates. These training sessions occurred concurrently with the monthly CQI meetings over four months (April-July, 2015).
At subsequent CQI sessions, routinely collected influenza vaccination data provided information to clinic staff about how they were tracking against regionally developed targets. The IUIH regional influenza vaccination campaign targeted members of the community who were at higher risk of infection, for example, people with diabetes, chronic recurrent respiratory conditions and clients aged over 50 years. Target audiences also included those who were not at high risk themselves but who could help reduce the risk to others by receiving an influenza vaccination -including families, teenagers, parents/carers with children at school, people with chronic illness and ACCHS staff. The CQI meetings utilized the PDSA cycle which aimed to test an idea by temporarily trialing a change and assessing its impact. 10 For the purposes of this project, influenza vaccination data were extracted and provided to clinics on a weekly basis with more formal discussion occurring monthly at the CQI meetings. Trends of the influenza campaign were monitored, specifically, how many vaccinations had been administered against the targets.
The CQI weekly data extraction, reporting and monthly discussion was facilitated by both the HIA and the ME, with the ME the project Lead for the influenza campaign. Both the HIA and ME extracted and analyzed the influenza vaccination data which then informed the discussion on influenza targets with clinical teams. The HIA and ME provided the clinical team with regular feedback on areas that needed improvement to achieve the IUIH regional targets.
Phase 2 was implemented from April-July, 2015 (over four months). This was followed by Phase 3, the post implementation audit.
Phase 3: Post implementation audit
The post implementation audit was facilitated by the HIA and was completed using the JBI PACES program using the same criteria for consistency. The audit took place over a two-week period at the study site; there were four respondents.
Results

Baseline audit
The baseline audit had a sample size of seven (males ¼ two and females ¼ five) (Figure 1) .
Criterion 1 related to staff demonstrating knowledge about the importance of CQI activity. The question focused on staff identifying the potential enablers to CQI at their clinic. The study found that the highest measure was staff training and support in CQI activities (100%), which was followed by understanding CQI and the impact of CQI on their work (86%) and understanding how to extract clinical data from electronic records management system (Mmex; Mmex Medical Software, ISA Healthcare Solutions, Perth, Western Australia) (86%). Measuring against clinical indicators (71%) and having a strong internal leader (71%) were rated the same. Criterion 2 related to staff attending CQI education and training sessions. The monthly CQI sessions are compulsory for all staff to attend, so this criterion was especially related to ascertaining their level of engagement. The question was presented as a Likert rating scale, which allowed for degrees of opinion. To determine an affirmative answer, all respondents who answered Moderately, Very or Extremely were determined as a ''Yes''. At baseline audit, just over half (57%) of participants felt engaged.
Criterion 3 related to whether or not staff were actively involved with CQI. At the time of the baseline audit, the clinic had been open approximately six weeks and there had been no IUIH CQI sessions facilitated within the clinic, therefore, there was no result.
Criterion 4 focused on whether there was a multidisciplinary team approach to problem solving within the CQI process. Fifty-seven per cent of all participants identified that having someone externally extracting the data for them was an enabler to the CQI process.
Criterion 5 referred to clients, attending the clinic, having the opportunity to be involved in CQI activity. Due to the time constraints of the project, this criterion was not possible to implement at this stage. 
Post implementation audit
The post implementation audit had a smaller sample size (n ¼ 4); this was two-thirds of the original sample size ( Figure 2 and Table 4 ). At post implementation audit, 87% of participants reported that they demonstrated knowledge about the importance of CQI activity; this was an increase of 11% from the baseline results.
For Criterion 2, 100% of staff surveyed reported feeling engaged with the CQI process; this was an improvement of 43% from the baseline audit.
Criterion 3 related to staff being actively involved with CQI, for example, extracting data or contributing to a PDSA cycle such as trying to improve influenza vaccination rates. A third (33%) of staff identified being actively involved with CQI, including completion of monthly PDSA cycles.
Finally, 75% of staff indicated that having someone externally extracting the data for them was an enabler to CQI, a 31% improvement from the baseline audit.
Discussion
The current project applied evidence-based CQI strategies during a regional influenza vaccination campaign over a three-month period. The ACCHS was newly established with a small clinic team, some of whom had not participated in CQI before, and this provided an opportunity to trial best practice recommendations in an attempt to engage staff in the CQI process. Strategies such as providing staff training and support in CQI activities, assisting staff to better understand CQI and the impact that CQI has to work areas, clinical teams understanding how to extract clinical data, measuring against clinical indicators, having a strong internal team leader and having someone external to the clinic extracting the data were all trialed as CQI strategies (Table 3 ). Although there was a reduced sample size, the post-survey identified improvements against all audit criteria. The results from this project support the existing evidence which suggests that multifaceted strategies such as clinical audit, measuring performance against indicators and targeted, peerled feedback on clinician performance, leadership, engagement and empowerment of staff are key enablers for improving and promoting good clinical governance in primary health care.
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The current implementation project identified increased levels of staff engagement and active involvement in CQI. This was evidenced through staff attendance at CQI meetings, completion of monthly PDSA cycles and staff members extracting the influenza vaccination data themselves. Although the total number of influenza vaccination rates is not included in this paper, the routinely collected vaccination data indicated an increase to vaccination rates over the three-month period of this project, suggesting that the CQI strategies may have affected vaccination rates. Anecdotal evidence suggests that staff were very engaged with the influenza vaccination campaign and the process of trying to improve the regional vaccination rates compared to 2014. Locally selected staff members were responsible for some extraction and feedback of influenza vaccination data to their colleagues. These data provided staff with greater knowledge of the target population at risk from contracting influenza and supported the clinical recall procedures by knowing exactly who was eligible for vaccination. At the same time, this supported the roles of various team members, from the Client Liaison Officer working in the community providing education about the flu shot to the staff administering the vaccination in the clinic. Staff were more aware that clinical audit and feedback was a meaningful process that supported their work and resulted in improvements to vaccination rates against the targets. Current primary healthcare literature suggests that the use of a quality improvement program highlights the importance of building interdisciplinary teams, to increase function and capacity for chronic disease management, and promote understanding of the various staff roles, information and resource sharing, increased trust and respect among healthcare members, and more coordinated efforts between administrative and clinical staff to provide timely patient care improved outcomes. 12 Our study supports these findings.
The most substantial change evidenced following post implementation audit was staff engagement. Time spent with staff in focused CQI settings increased the level of engagement 57% pre-audit to 100% post-audit. While there were less respondents post-audit (n ¼ 4), not completing the survey did not necessarily mean respondents were less engaged with the CQI process rather, as staff attendance at CQI meetings was 100%; it is assumed that staff were busier with other activities within the clinic. The JBI GRIP matrix highlighted specific barriers and adopted strategies to overcome areas that required further engagement with staff ( Table 4) . The barriers to CQI engagement were recorded in the audit which asked staff to select pre-chosen options for potential barriers to CQI at their service; 57% of all respondents selected ''having a limited understanding of CQI''. As the clinic was new, with new staff from a range of disciplines, the strategy chosen to improve this barrier was to begin the CQI sessions with practical examples, including PDSA examples, related to work areas. The second highest ranked barrier (43%) was a ''limited understanding of what the data meant''. The strategy to overcome this involved allocating time to discuss data analysis and data presentation in the form of graphs and tabulation. Individually, clinic staff were responsible for identifying what the data meant to them as a means to encourage greater confidence in their ability to interpret the data. Finally, 43% of staff surveyed identified that being unable to extract the data to contribute to the meetings was a barrier to CQI. By addressing these barriers through the provision of practical CQI examples, thorough examination of graphs and tables, clinical database and data extraction training, staff were able to contribute to the CQI meetings, which lead to a greater level of engagement.
Limitations
There are a number of limitations with the study that need to be considered. Not all data collected at baseline were captured at post-audit. The survey did not fully explore all the variables that may have identified further behavior changes in staff. The involvement from the Aboriginal and or Torres Strait community in the conduct of CQI was not investigated in this project as the project team felt that the timeframes were not sufficient for community engagement and education. The criterion that investigated the area of multidisciplinary health team approaches to CQI was only related to one question in the staff survey and could have been expanded to include questions about referral process with greater emphasis on the allied health teams and specialist staff who visit the clinic on a regular basis. This project was confined to the initial implementation stage of the CQI process; further studies could concentrate on the sustainability of CQI. Finally, this project had a small sample size; however, it was decided in the early stages of planning that this would be a pilot study to inform a much larger longitudinal study in the future.
Project significance
The intention of this project was to enhance clinical practice among healthcare staff working in an urban Aboriginal health service MoC framework. A strength of this implementation project was a greater understanding of how to engage staff with the concept of CQI in an urban Aboriginal primary healthcare setting and how CQI activities could positively impact work areas. Health information data were extracted, analyzed and discussed regularly, enhancing staff knowledge, in this instance, specifically regarding achievements against regional influenza vaccination targets. Knowledge gained from this project could be incorporated into a much larger longitudinal study across multiple clinic site locations within SEQ. Further investigation of Aboriginal and Torres Strait Islander client involvement in the CQI process would be interesting to explore, in conjunction with a health literacy component designed for clinical teams, specifically their translation of CQI data.
An evaluation of the IUIH CQI program will help to reflect on what we have achieved and guide future pathways for CQI in the SEQ urban Aboriginal primary healthcare setting.
Conclusion
The findings from this study suggest that there are many future opportunities to investigate the impact of CQI in an urban Aboriginal MoC framework. Current literature and findings from this project would suggest that CQI can contribute in a meaningful way toward tracking the gaps and improvements in primary healthcare outcomes, in turn informing the clinic workforce to deliver culturally sensitive and clinically relevant, comprehensive primary health care.
